
CHILDREN’S REGISTRATION

We would l ike to  welcome you and your  ch i ld  to  our  o f f ice. Our  goal  is
to  make ever y ch i ld ’s  v is i t  p leasant  and educat ional . Our  pract ice is
based on preventat ive care. We st r ive to  teach good ora l  care that  wi l l
enable your  ch i ld  to  have a beaut i fu l  smi le  that  las ts  a  l i fe t ime.

TELL US ABOUT YOUR CHILD:

TODAY’S DATE: _________/_________/_______

CHILD’S NAME: _________________________________________________________________________________________
LAST FIRST MIDDLE NICKNAME

HOME ADDRESS: ___________________________________ CITY: _________________ STATE:________ ZIP:___________

BIRTH DATE:________/_________/_______             [  ] MALE [  ] FEMALE        SS#. _________-_______-________

HOME PHONE: ______________________ SCHOOL: __________________________________________________________

WHO IS ACCOMPANYING THE CHILD TODAY?

NAME: ______________________________________________________ RELATION:_________________________________

DO YOU HAVE LEGAL CUSTODY OF THIS CHILD      [  ] YES [  ] NO     PREVIOUS DENTIST: _______________________

LAST VISIT DATE ______/_____/____   OTHER FAMILY MEMBERS SEEN BY US: ___________________________________

PARENT’S MARITAL STATUS: [  ]  MARRIED        [  ] SINGLE      [  ]  WIDOWED       [  ]  DIVORCED      [  ] SEPARATED

WHOM MAY WE THANK FOR REFERRING YOU?

______________________________________________________________

MOTHER’S  INFORMATION: ([  ] STEP MOTHER  [  ] GUARDIAN)

NAME: ________________________________ WK #: _____________________ EXT. ________HM #: ____________________

EMPLOYER: _____________________________________________________ SS #: ____________- __________-__________

FATHER’S INFORMATION: ([  ] STEP FATHER  [  ] GUARDIAN)

NAME: ________________________________ WK #: _____________________ EXT. ________HM #: ____________________

EMPLOYER: _____________________________________________________ SS #: ____________- __________-__________

PERSON RESPONSIBLE FOR ACCOUNT:

NAME: ________________________________ WK #: _____________________ EXT. ________HM #: ____________________

EMPLOYER: _____________________________________________________ SS #: ____________- __________-__________

BILLING ADDRESS: ______________________________________________________________________________________
STREET CITY STATE ZIP

PRIMARY DENTAL INSURANCE:

INSURANCE CO. NAME: ______________________________________ INSURANCE CO PHONE # ____________________

INSURANCE CO. ADDRESS _______________________________________________________________________________

GROUP #: ____________________ INSURED’S NAME: _____________________ EMPLOYER:_________________________

INSURED’S BIRTHDAY: ________/_________/________  & SS #: ___________-___________-__________

FILING SECONDARY INSURANCE IS THE RESPONSIBILITY OF THE INSURED



WHY DID YOU BRING THE CHILD TO THE DENTIST TODAY ?

_______________________________________________________________________________________________________

HAS THE CHILD EVER HAD A DIFFICULT PROBLEM ASSOCIATED WITH PREVIOUS DENTAL WORK?  [  ] YES  [  ] NO

HAS THE CHILD EVER HAD PAIN/TENDERNESS IN THEIR JAW JOINT (TMJ/TMD)? [  ] YES  [  ] NO

DOES THE CHILD BRUSH THEIR TEETH DAILY? [  ] YES  [  ] NO      FLOSS THEIR TEETH DAILY?  [  ] YES  [  ] NO

CHILD’S PHYSICIAN: ___________________________ PHONE #: ____________________ LAST VISIT: _________________

IS THE CHILD CURRENTLY UNDER THE CARE OF A PHYSICIAN? [  ] YES  [  ] NO

PLEASE DESCRIBE THE CHILD'S CURRENT PHYSICAL HEALTH: [  ] GOOD    [  ] FAIR   [  ] POOR

PLEASE LIST ALL DRUGS THAT THE CHILD IS CURRENTLY TAKING: ____________________________________________

_____________________________ DRUGS THE CHILD IS ALLERGIC TO: _________________________________________

HAS THE CHILD EVER HAD ANY OF THE FOLLOWING MEDICAL PROBLEMS?

Y    N HEART MURMUR     ____________________ Y    N HIGH BLOOD PRESSURE ____________________

Y    N     HEART DISEASE      ____________________ Y    N     BLOOD DISORDERS         ____________________

Y    N     DIABETES                ____________________ Y    N     ABNORMAL BLEEDING     ____________________

Y    N    HIV+/AIDS                 ____________________ Y    N    RHEUMATIC FEVER           ____________________ 

Y    N    SINUS PROBLEMS    ____________________ Y    N    HEARING IMPAIRMENT      ____________________

Y    N    ASTHMA ____________________ Y    N    KIDNEY/LIVER PROBLEMS____________________

Y    N    HEPATITIS   ____________________ Y    N    HANDICAPS/DISABILITIES ____________________

Y    N    TUBERCULOSIS(TB)  ____________________ Y    N    ALLERGIES TO ANY DRUGS ___________________

DOES YOUR CHILD HAVE ANY OF THE FOLLOWING HABITS?

Y    N    THUMB/FINGER SUCKING         Y     N   NAIL BITING                      ______________________________

Y    N    LIP SUCKING/BITING         Y     N  NURSING BOTTLE HABITS _____________________________

PLEASE DISCUSS ANY SERIOUS MEDICAL PROBLEMS THAT THE CHILD HAS HAD: _______________________________

_______________________________________________________________________________________________________

Our office is committed to meeting or exceeding the standards of infection control mandated by OSHA, the CDC and the ADA.

I understand that the information that I have given is correct to the best of my knowledge that it will be held in the strictest of
confidence, and it is my responsibility to inform this office of any changes in my child’s status. I also authorize the dental staff to
perform the necessary dental services my child may need.

_______________________________________________________________________________________________________
Signature of parent or guardian Date

The Parent or Guardian who accompanies the child is responsible for payment
at time of service unless prior arrangements have been approved.


